The changing Latino demographic in the United States presents a number of challenges to health care policy makers, clinicians, organizations, and other stakeholders. Studies have demonstrated that Latinos tend to have worse patterns of access to, and utilization of, health care than other ethnic and racial groups. The implementation of the Affordable Care Act (ACA) of 2010 may ameliorate some of these disparities. However, even with the ACA, it is expected that Latinos will continue to have problems accessing and using high-quality health care, especially in states that are not expanding Medicaid eligibility as provided by the ACA. We identify four current policy dilemmas relevant to Latinos' health and ACA implementation: (a) the need to extend coverage to the undocumented; (b) the growth of Latino populations in states with limited insurance expansion; (c) demands on public and private systems of care; and (d ) the need to increase the number of Latino physicians while increasing the direct patient-care responsibilities of nonphysician Latino health care workers.
INTRODUCTION
Latinos comprise a very diverse demographic in the United States, largely because they originate from many different parts of the world, particularly Latin America and the Caribbean. Mexicans and Mexican Americans make up the largest subgroup of Latinos, accounting for 64%; they are followed by those with a Puerto Rican background, who account for 9.4%, Salvadorans at 3.8%, Cubans at 3.7%, Dominicans at 3.1%, and Guatemalans at 2.3% (102) . Altogether, at 17% of the total US population, Latinos currently make up the largest ethnic minority group, and the percentage is expected to increase to almost 30% by 2050 (96) . But intermingled with the projections of Latino population growth is concern about access to health care among Latinos. Research has consistently documented that Latinos have the lowest rates of health insurance coverage and are less likely to report having a usual source of care than other groups (147) ; consequently, Latinos are likely to be disproportionately affected by the Affordable Care Act (ACA) of 2010.
Although Latinos make up a large proportion of the population of minorities in states with long histories and traditions of Latino immigration and settlement, such as California, Texas, and Florida, Latino populations are rapidly growing in new destinations where 20 years ago there were only small proportions of Latinos, such as in the South and Midwest, in Alabama, South Carolina, Tennessee, and Kentucky (14). Nebraska, for example, is expecting its Latino population to triple by 2050 (125) . These trends highlight the rapid growth of the Latino population in new destinations where Latino political organization is less well established and there is less Latino community social capital. The growth of the Latino population in such states has challenged stakeholders in local public health systems because community health needs tend to shift with demographic changes (4) . For example, on average, Latinos are younger and tend to have larger families when compared with other ethnic and racial groups, so local public health delivery systems must grapple with competing demands for services to prevent and manage chronic conditions for non-Latino populations and to provide maternal and child health services to new and growing underserved Latino populations (52, 148) . Furthermore, in many communities with recent Latino settlements, new arrivals tend to be more segregated compared with Latinos in more established Latino communities, and such segregation has been shown to lead to worse health-related quality of life and higher risk and prevalence of mental health problems among Latinos in new destinations (27, 116) .
Some informative reviews have been published recently describing the health needs of the Latino population and the roles that acculturation and intergenerational status have in predicting morbidity and mortality (74, 140) . These reviews consistently point to the roles that language use, national origin, citizenship and documentation status, family income level, and geographical access to health care have in shaping health status among Latino populations. Another important empirical study has pointed to the critical parts that having access to health insurance and a usual source of care play in ameliorating health disparities among Latinos (132) .
To our knowledge, reviews of the health of Latinos in the United States have not synthesized the empirical evidence central to the challenges and dilemmas of enacting health care policies relevant to Latinos that will be faced by public health delivery systems as the ACA unfolds differently across states and communities with high proportions or fast growth rates of Latinos. Understanding the ACA's potential impact on Latinos is essential for crafting policies to improve the uptake of insurance among Latinos and to reduce health disparities. Moreover, as states and local health services organizations begin to implement the ACA, it is important for them to consider the needs of newly insured Latinos so that evidence-based preventive care and interventions for chronic illness care can be most effectively delivered to improve health outcomes.
Four primary health-policy dilemmas will likely come to the forefront of health care policy as immigration to the United States from Latin America continues at a steady pace, and Latinas continue to contribute to the share of annual US births (71) . Mixed eligibility for health insurance within families is likely to be common due to differences in parental or spousal employment and documentation status. This could create barriers within families to accessing health care and lead to members of the same family receiving uncoordinated care across settings. In the future, the largest contributors to mixed eligibility within families will likely be policies related to legal authorization. It is estimated that there are close to 12 million undocumented people living in the United States (97) ; the vast majority of these individuals are from Mexico or other Latin American countries. However, the states with the largest relative increases in Latino populations are those that do not provide state-funded coverage (28) for low-income residents as part of the ACA. Another major policy dilemma is that the ACA explicitly excludes undocumented immigrants from benefiting from either the insurance exchanges or the federal Medicaid expansion program. This exclusion is likely to create a number of problems for local health care and public health systems, particularly since undocumented immigrants often delay seeking care, likely resulting in worse population-level morbidity and mortality, and in more costly care relative to insured patients. Moreover, covering those who are undocumented may reduce the negative externalities associated with communities that have large shares of uninsured people (95, 100) . Given the relatively young age and healthy profiles of undocumented individuals, extending the eligibility guidelines for ACA insurance exchanges or Medicaid expansion could help offset the anticipated high costs of managing other patients with multiple chronic conditions (105) .
In this article, we provide a review of the recent literature on health care policy and health services affecting Latinos and relevant to understanding the rollout and impact of the ACA on Latinos' health. Throughout this review, we identify the four current major policy dilemmas facing policy makers, public health practitioners, health care organizations, and other stakeholders that have the most significant potential to impact disparities in health care for Latinos.
HEALTH CARE ACCESS AND UTILIZATION TRENDS FOR LATINOS

Latino Adults
Studies consistently document that Latinos tend to have worse access to health care, experience worse morbidity as a result of lack of care or treatment, and receive poorer quality care when compared with non-Latino whites (2, 7, 78, 110) . Many factors are associated with the disparities in access to, and use of, high-quality health care by Latinos. For instance, Latinos, compared with non-Latino whites, have low rates of insurance coverage, usually as a result of having noncitizen status or low-wage employment that does not provide employer-based health insurance; have worse geographical access to care, usually because of migrating or living in agricultural or otherwise rural areas; and receive less comprehensive or patient-centered care, usually because of language discordance between monolingual Spanish-speaking Latinos and their health care providers (129, 135) .
Most studies of health care disparities have combined Latino subgroups together when comparing them with other racial and ethnic groups (33, 56, 67, 141) . However, disparities in insurance and access to care differ by subgroup. For instance, Puerto Ricans born on the island are US citizens by birth, which facilitates circular migration and enables them to qualify for certain federal and state health programs (e.g., Medicare and Medicaid); Cuban immigrants benefit from having refugee status in the United States, and that allows them to access Medicaid benefits (134, 135) .
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Recent research has examined differences in health care access and utilization across subgroups of Latinos in national and regional samples. These studies have highlighted the significant differences between Mexican-origin and non-Mexican-origin Latinos in terms of health care access and utilization, insurance coverage, health spending, and the utilization of preventive care, after adjusting for socioeconomic and demographic differences-such as age, income, health, insurance status, and region of residence, as well as other predisposing, enabling, and need factors (129, 132, 135) . The findings are that Mexican-origin Latinos fare worse.
Latinos of Mexican origin represent not only the majority of Latinos in the United States but also the majority of undocumented immigrants. Therefore, researchers have investigated disparities in health care access and utilization between US-born Mexican Americans and Mexican immigrants according to documentation status (7, 17, 45, 93, 105, 133, 135) . These studies have found trends of improving access and utilization as legal status changes-for instance, going from being undocumented to having a permanent visa to being a citizen-for Latinos of Mexican origin as well as for other Latinos (93) . These findings suggest that strengthening pathways to citizenship would substantially reduce the overall barriers to care experienced by undocumented Latinos.
Access to and Utilization of Child Health Services
US Latinos also make up the largest minority group of children and adolescents. Census data show Latinos comprising 22% (16 million) of the US population under the age of 18 years (32). Consistent with studies that have shown that Latino adults and the elderly are less likely to access and utilize health care compared with non-Latino whites and other groups (17, 25, 72, 77, 93, 142) , studies have also revealed that Latino youth experience barriers to access and are less likely to utilize health services compared with youth from other racial and ethnic backgrounds (29, 30, 103) . In particular, youth who have Mexican-origin parents with low English-language proficiency have worse access to, and lower utilization of, health services and have worse experiences in primary care than children whose parents speak English well or are otherwise more acculturated (13, 35, 50, 94, 103, 126) .
The ACA may help to assuage health care disparities among children, but families' immigration status may complicate both eligibility and access. Approximately 37% of undocumented adults are parents of children who are US citizens; these families are known as mixed-status families (99) . Families with mixed status are allowed to apply for the federal Medicaid expansion program in states that are participating or for a premium subsidy tax credit or for subsidized out-of-pocket expenses for a marketplace silver plan for dependent family members who are eligible. A major perceived barrier to enrolling in Medicaid or a marketplace plan is fear of deportation or that one's residency status or eligibility for citizenship might be jeopardized. The federal government has issued assurances that information provided by applicants or beneficiaries will not be used for immigration enforcement or impact one's chances of becoming a legal resident or citizen (126) . However, given the aggressive deportations that have occurred over the past decade (80) , additional education and outreach by trusted sources will be needed to improve the uptake of health insurance among eligible Latino families with mixed immigration status. Indeed, the relatively low enrollment of Latinos in early efforts to expand ACA health insurance coverage highlights the fact that merely offering affordable insurance to Latinos does not mean that they will enroll or benefit (12).
important factors such as federal poverty level, health insurance coverage, employment status, and health status (55, 78, 93, 105, 110, 133, 135, 142) . One reason for this is that a much higher proportion of Latinos (38.1%) are foreign-born compared with non-Latino blacks (7.7%) and whites (3.9%) (28, 89). Furthermore, documentation status compounds the foreign-born status of Latinos because the undocumented population from Latin America has been growing rapidly since the early 1990s. Additionally, undocumented Latinos represent the vast majority of all undocumented immigrants (80%) (6) .
For undocumented Latino immigrants, barriers to accessing health care are severe, with approximately 57% lacking health insurance (48, 133) . Studies have analyzed the effect of documentation status on health care access and utilization (8, 9, 39, 42, 43, 65, 93, 105) . The main predictors of access and utilization among undocumented immigrants are sex, marital status, level of educational attainment, poverty status, health insurance coverage, length of time in the United States, deportation fears, peer effects, the availability of a safety net, and a lack of familiarity with the US health care system (79, 87, 93, 133) .
Latino immigrants face other challenges in securing health care coverage. Because treatment at emergency departments is available to all immigrants regardless of their status under the Emergency Medical Treatment and Labor Act, the law has had the unintended consequence of discouraging immigrants from seeking primary care in favor of utilizing emergency departments, which is more costly for users and taxpayers. Latino immigrants with limited access-or no access-to a usual source of care tend to delay seeking services and tend to be diagnosed with chronic conditions at a later disease stage or remain unaware of their disease (5, 73, 133) , which can result in deteriorating health (19). When these conditions progress unchecked, they are likely to require more aggressive, invasive, and costly interventions as acute treatment becomes necessary, if they are treated at all (155) .
For Spanish-speaking populations with limited English proficiency in the United States, language barriers can affect the quality of care due to poor communication with physicians and health care professionals (78) . As a result, there may be deficient or inaccurate transfers of important information, such as details of disease symptoms, the consequences of treatment or lack of treatment, and medication regimens, all of which may lead to ineffective disease management or prevention (34). Delays in receiving treatment, coupled with the need for larger numbers of effective medical interpreters and culturally and linguistically competent providers, make Latinos more vulnerable and potentially more expensive to treat than other racial and ethnic groups with better English-language proficiency (120) .
IMPACT OF THE ACA ON LATINOS
Signed into law in 2010, the ACA has started to provide affordable health insurance to millions of uninsured individuals (54, [84] [85] [86] 121) . Recent analyses of the expansion of health insurance coverage in states that were among the first to implement their own marketplaces suggest that reducing the number of people who were uninsured also reduced mortality and improved health status among those who had previously been uninsured (84) (85) (86) 121) . Thus, given the low rate of insurance coverage among Latinos, US-born and legally authorized Latinos and their families are likely to realize health benefits from the legislation. Indeed, it is estimated that one in four of the uninsured who are eligible for the ACA Medicaid expansion program or health insurance marketplace are Latino (126) . Approximately 10.2 million uninsured Latinos are newly eligible for coverage, and, of those, 8 million qualify for Medicaid or for subsidized premiums for plans purchased through the exchange marketplace (126) . As of December 2014, 28 states including Washington, DC, are expanding eligibility for Medicaid under the ACA, with 2 more set to expand their programs by 2015. It has been estimated that if all states were to participate in the Medicaid expansion program, 95% of uninsured Latinos would qualify for Medicaid or tax credits to help with premiums in the marketplaces (126) .
The 2012 ruling by the US Supreme Court that made ACA Medicaid expansion voluntary for state governments is likely to affect Latinos in most states who are eligible for Medicaid benefits, with few exceptions. According to the Congressional Budget Office, approximately 3 million fewer individuals will have insurance as a result of the court's decision (23). Thus, low-income Latino immigrants (with incomes at or below 133% of the federal poverty level) who have been in the United States for fewer than 5 years and those who live in states where Medicaid coverage is not being expanded will face challenges purchasing the health insurance coverage mandated by the ACA. These immigrants will either have to pay a penalty or purchase coverage through the marketplaces (1).
Recent immigrants, both documented and undocumented, face even greater difficulties obtaining coverage. The exclusion of undocumented immigrants from the ACA has been widely publicized (155) . However, the ACA also kept in place the exclusion from Medicaid eligibility for documented immigrants who have been resident in the United States for fewer than 5 years, which was introduced as part of the 1996 Personal Responsibility and Work Opportunity Reconciliation Act, also known as welfare reform (66, 154) . Under the existing rules, documented immigrants with fewer than 5 years of US residency are ineligible for coverage by the ACA expansion of Medicaid programs in those states that offer it, with the exception of political refugees, who are exempted from the 5-year waiting period. Furthermore, in some of the states that have chosen not to expand Medicaid, some of the poorest documented Latino immigrants are able to access the marketplaces if their incomes fall below the federal poverty level, but they are not eligible for tax credit subsidies (130) . With such low incomes, it is unlikely that they will purchase a marketplace plan without the tax credit subsidies.
PRIMARY CARE INTEGRATION AND THE HEALTH OF LATINOS
Community Clinics and Health Centers
Latinos account for more than 35% of patients at community clinics and health centers (CHCs) nationally, and they are the majority of CHC users in many states. CHCs are mission-driven organizations that are widely viewed as providers of culturally competent care. Because of their specialized knowledge about treating underserved populations, they are thought to play an important role in eliminating racial and ethnic disparities in care quality and health outcomes (118) .
The ACA increases the funding available to the more than 1,200 federally qualified health centers (FQHCs) that have 8,000 delivery sites; this is intended to more than double the number of patients served by these clinics with on-site supportive services, such as mental health care and substance abuse counseling (61, 63) . Many clinics have used this funding to open and operate new sites for primary care practices in medically underserved areas, to expand access to primary care to additional medically underserved communities, and to support major construction and renovation projects. Using some of this increased funding to augment personnel in FQHCs should improve the supply of health care personnel in underserved areas and improve the infrastructure for health care delivery to Latinos left out of the ACA and to newly insured Latinos. Increasing the supply of primary care personnel, particularly allied health workers, would improve follow-up care, support the self-management of chronic diseases, and, through improving clinic infrastructure to enhance performance, may potentially create incentives for a more equitable distribution of primary health care and specialty services.
As previously noted, the ACA does not include health-insurance coverage options for undocumented immigrants, and legally authorized immigrants who have been in the United States for fewer than 5 years have limited options and are excluded from Medicaid. Consequently, as implementation of the ACA unfolds, FQHCs that serve large numbers of such individuals will be challenged with balancing their mission to care for the most vulnerable low-income patients while remaining financially solvent. Currently, FQHCs receive grants under Section 330 of the Public Health Service Act. FQHCs care for large numbers of undocumented immigrants, and they receive benefits to fund the uninsured from federal grants administered by the US Health Resources and Services Administration's (HRSA's) Bureau of Primary Health Care. As the ACA is implemented and the eligible uninsured population takes up health insurance, HRSA's resources will be critical for ensuring that primary care is delivered to the remaining uninsured people. However, these services will become increasingly politically tenuous as undocumented populations account for higher proportions of uninsured FQHC users over time. It remains unclear how FQHCs and other CHCs will continue to provide care for those who remain uninsured. Research has highlighted the fact that physicians caring for high proportions of Latino patients report more barriers to providing high-quality care and more challenges in obtaining timely specialty referrals for their patients (57, 128) . Without supplemental funding to aid CHCs in caring for undocumented and recently migrated legally authorized immigrants, these challenges are likely to be exacerbated for some CHCs.
In spite of these constraints, recent evidence suggests that insured patients (those with Medicaid, Medicare, or private insurance) receiving care at CHCs receive care for chronic diseases that is comparable in quality to that received by patients in other settings (36, 117). However, substantial quality deficits have been observed for uninsured CHC patients (64, 153) , presumably because they are less integrated into a usual source of care.
Other Health Care Institutions Serving Latinos
Importantly, the ACA will allow previously uninsured patients to choose to receive care in private health care settings, including care from smaller practices and integrated delivery systems. Although low-income Latino patients will have new options for private insurance and this may broaden the provider networks available to them, many who benefited from the expertise of providers skilled in caring for low-income patients will opt for health plans that do not include traditional safety-net providers because these providers are often not part of private health plans' networks. However, it is still too early to know whether most newly insured Latinos will retain their clinical relationships with those who have traditionally provided care for the underserved. Recent evidence suggests that the large private health insurance companies in California, such as Blue Cross, Blue Shield, Kaiser Permanente, and Health Net, have dominated consumers' choices in the health insurance marketplace. In the first year of the marketplace in California, local, public, not-for-profit managed health care plans-the traditional insurance options that have contracted with CHCs and other safety-net providers to care for low-income residents-did not fare well in terms of enrollment and may not be sustainable over time (124) . CHCs and other traditional providers of care for Latinos run the risk of insolvency if they do not retain their insured Latino patients and if only limited funding is available to provide ongoing care for the remaining uninsured patients whom they serve.
However, the small physician practices and integrated systems that low-income Latino patients choose may not be equipped to handle a preference for language-concordant care and the nonmedical needs of low-income patients because few supportive services and language services are available to patients in these settings (106) 
Cross-Border Health Care
Ethnographic work has shown that due to geographical proximity, (136) . Providers in California offer a variety of plans with options that range from managed care coverage (health maintenance organizations or preferred provider organizations) to only emergency coverage (146) .
Currently, millions of US Latinos often travel across the Mexico border to utilize health care due to financial, cultural, and personal factors (16, 123, 143) . Latinos left out of the ACA who are able to cross the border and are in geographical proximity to the border can rely on care south of the border while they wait to qualify for ACA-related coverage. Binational health insurance plans may represent an option for providing affordable and high-quality health care for underserved Latino immigrants who will continue to face obstacles accessing care after the ACA is implemented. Funding for this type of program may be limited if the cost is not shared among employers, governments, and nongovernmental organizations.
However, whether cross-border health care is utilized will depend on the success of ACA implementation among current users of care in Mexico who are eligible for expanded Medicaid coverage or who are able to purchase care in the health insurance exchanges. If the ACA is successful and effectively expands coverage to currently uninsured and underinsured Latinos in the United States, cross-border health utilization in Mexico may decline because barriers to accessing care would be largely addressed. By contrast, if the ACA is unsuccessful and it is unable to attract enough Latinos, even if they are eligible, then United States-Mexico cross-border utilization of health care will continue to increase (98) .
Quality of Chronic Illness Care for Latinos and ACA Implementation
Greater access to care resulting from implementation of the ACA is also likely to impact the quality of chronic illness care that Latinos receive. Compared with other Americans, Latinos are less likely to receive evidence-based care and more likely to have chronic diseases, such as diabetes, cancer, and HIV/AIDS (132) . Research consistently has highlighted the fact that health care settings that primarily care for Latino patients operate under resource constraints, and this may impact the quality of care Latinos receive and their experiences with such care (109, 139 ). An estimated onethird of Latinos with diabetes lack health insurance, and most report problems in their experiences with health care, including being frustrated about the lack of information provided and confused about the information provided by clinicians (107) . CHCs care for more than 40% of the Latino population with diabetes in the United States, and they play a critical part in combating disparities in diabetes care in the Latino population (20).
The differences in care for diabetes experienced by Latinos and non-Latino whites represent one of the largest observed health disparities (151), with Latinos often receiving suboptimal treatment. For example, Latinos are less likely than non-Latino whites to receive appropriate hemoglobin A1c and lipid screening (83, 91) , and they are less likely to achieve treatment goals, including glycemic, cholesterol, and blood pressure control (15, 58, 62, 114). Studies have underscored the importance of the quality of clinician-patient communication and patient participation in promoting treatment adherence (26, 47, 112, 115, 122). Suboptimal adherence among patients with diabetes can result in high-cost complications including retinopathy (59), incident myocardial infarction, stroke, congestive heart failure, and nontraumatic lower extremity amputation (68) . Differences in the quality of care appear to be largely attributable to the fact that Latinos are cared for in settings where communication and the quality of care are not especially patient-centered (109) . Focusing on efforts to improve delivery systems for Latinos will likely reduce disparities in patients' experiences and the quality of primary care received.
The comorbidity of diabetes and depression is common among Latino adults, with some studies finding upwards of 30% of Latino patients with diabetes also having clinical depression compared with 7.1% of non-Latino whites with diabetes and depression (22, 31, 60). Importantly, Latinas, in general, tend to have worse diet-related behaviors when compared with non-Latinas, including consuming more fast food, sugar-sweetened beverages, and fried potatoes (92) . A recent selfmanagement intervention study that was targeted toward Latinos with comorbid diabetes and depression and that had a large sample of Latinas yielded clinically significant improvements in dietary behaviors (144) . Latino men are majorly underrepresented in clinical trials of diabetes care interventions; thus, little is known about effective, sex-appropriate and culturally appropriate self-management for Latino men, who tend to have a higher risk of complications from diabetes compared with women and non-Latino men (37). Because cardiovascular complications from diabetes are a major contributor to morbidity and mortality among Latinos, implementing additional innovations in self-management education in resource-limited settings has the potential to reduce disparities in diabetes complications.
Preventive Care for Latinos and ACA Implementation
Implementation of the ACA will also make preventive care more affordable and accessible for Latinos because the provisions require most health insurance plans to cover prevention and wellness benefits with no cost-sharing (46, 101, 113). Such preventive benefits include well-child visits, blood pressure and cholesterol screenings, Pap smears and mammograms for women, and flu shots for both children and adults. Pap smears are especially important to ensure early detection of cervical cancer among Latinas, who contract cervical cancer at twice the rate of their non-Latino white counterparts (69, 111) . Recent analyses have suggested that expanding health insurance coverage may help to narrow the gap in the provision of preventive health care services for Latinos. However, lower rates of use for several preventive services are likely to persist even
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with the insurance expansions mandated by the ACA. For example, smoking cessation advice, colorectal cancer screening, and influenza vaccination, which are the most cost-effective preventive health services (82) , are inconsistently provided to Latinos qualifying for these interventions, and these disparities are largely unexplained by differences in insurance coverage between Latinos and non-Latino whites (132) . To improve the provision of preventive services, it will be critical to improve patient education and the structural capabilities of primary care practices (38), including the use of reminder systems as well as performance reporting and feedback. Given the limited data on the care-management processes used by safety-net practices, it remains largely unclear what the best strategies are for ensuring access to evidence-based preventive care and chronic illness care processes.
DISCRIMINATION AND SEGREGATION Discrimination Against Latinos in Health Care Settings
Given the evidence that deficits in the quality of care for chronic illnesses and preventive care are not fully explained by differences in patients' insurance and sociodemographic factors, much attention has recently focused on implicit biases that providers have about Latino patients. In one study, approximately two-thirds of primary care providers demonstrated implicit biases against Latinos even as they explicitly reported egalitarian attitudes toward the group (10). The results of this study underscore the idea that clinicians' attitudes can contribute to differential treatment patterns.
Research has also found that clinicians often have implicit biases about the intelligence of their Latino patients and preconceived notions about their level of treatment adherence due to assumptions about their educational attainment and cultural backgrounds (11).
Segregation and the Health of Latinos
Intertwined with the neighborhood-based health care provided by safety-net organizations such as CHCs are the social environments and everyday stressors that contribute to the disparities Latinos experience in their health. Many Latinos live in segregated neighborhoods or ethnic enclaves and receive primary care at CHCs (41, 53, 70), public hospitals, and small physician offices in their neighborhoods. Recent studies have explored the extent to which greater concentrations of Latinos in neighborhoods result in community social capital and, by extension, better health for Latino residents (18). For example, residing in a Latino ethnic enclave appears to confer a health benefit to Latino adolescents, including less depression among adolescent Latinas (149); lower obesity among adult Latinas (70); and fewer externalizing symptoms, such as aggression, angry outbursts, breaking the law, and hyperactivity among adolescent Latinos (150) . Hypotheses used to explain the health benefit of living in an ethnic enclave include making a greater investment in community institutions, using the Spanish language, engaging in political activity, having social support, experiencing less discrimination, and having less stress (70) .
Ethnic enclaves and segregated health care, however, can be a liability for the welfare of Latino communities in the context of ACA implementation because segmentation of the health care market and residential segregation may exacerbate underinvestment in social, health, and educational services in communities with high proportions of undocumented Latinos (127) . It is unclear to what extent the negative externalities of high rates of uninsurance in a community will affect the insured (95, 100); these negatives may include higher prices, lower quality of care, and worse patient experiences of care. This is especially relevant for insured Latinos because they tend to live in communities with high rates of uninsurance.
LATINOS IN THE HEALTH CARE WORKFORCE
As the Latino population in the United States continues to grow, the issue of cultural competency in health care delivery has become a high-priority concern for health policy. Currently, most US medical schools and residency programs offer training in cultural competency. One recent study found that language interpretation services are being offered more frequently than 10 years ago, albeit at only a modestly higher rate (24). A California study also found that a lack of health insurance was a major barrier preventing Spanish-speaking patients from obtaining languageconcordant care (152) .
Language, however, is only one dimension of cultural competency, especially given the varying levels of acculturation and other demographic differences among Latinos (e.g., employment, education, geographical location, refugee status, citizenship). One response to the need to raise awareness and integrate cultural competency into health care delivery has been to increase the number of Latinos in the health care workforce. There have been wide-ranging efforts to increase the number of minority students in the academic and clinical pipelines in medical schools, but most of these programs have had limited success (51, 90). Moreover, the proportion of medical students who are Latino remains relatively small, at approximately 7%, although this has increased from a low of 5% in the 1980s (40). There are similar trends in nursing (21). With the implementation of the ACA, medical schools are being pushed to increase admission and graduation rates, and federal incentives are being provided to medical centers to increase the capacity of primary care training programs as well as increase the number of trainees enrolled in these programs, with a goal of having more providers working in medically underserved areas (81) . Given that a disproportionate share of nonphysician clinicians, such as physicians' assistants and nurse practitioners, deliver care to Latino and other underserved populations, training programs for health professionals other than in medical schools are also aiming to increase the representation of minority students and to encourage and incentivize their graduates to serve in underserved communities (49).
In addition to expanding access to care, the ACA expands reimbursement for select health care services provided by nonphysician clinicians, such as community health workers and medical assistants who work under physicians' standing orders (88) , which authorize staff to carry out medical orders per practice-approved protocols without a clinician's examination. Latinos are well represented in these professions, and the ACA provides funding opportunities to increase the number of Latinos who provide direct services and to enhance their professional development. Moreover, these professionals tend to practice in their communities and are less transient than physicians and other clinicians who may find more lucrative opportunities in private practice. Consequently, Latino health care workers may more effectively ensure a continuity of care between patients and primary care practices. This is an important benefit given that many primary care physicians are expected to eventually leave their community practices after their National Health Service Corps obligations have been completed (119) .
THE STATE OF INQUIRY INTO LATINO HEALTH CARE, AND FUTURE DIRECTIONS
Research on health care among Latinos faces methodological limitations similar to those faced by the overall field in trying to assess racial or ethnic disparities in health care. These limitations include omitted-variable bias, which originates in the difficulty of capturing some cultural and idiosyncratic factors that may potentially explain racial or ethnic disparities; measurement errors related to issues of English-language fluency; the challenges of reaching out to the diversity of Latino populations; and the lack of a holistic view that considers the multilevel interaction of www.annualreviews.org • 
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Care 535 patient, provider, and system factors that explains such disparities (120) . Some of the methodological challenges have been addressed through the use of statistical techniques, such as the Blinder-Oaxaca decomposition, which estimates the share of observed and unobserved factors explaining disparities (132) , and the use of multilevel models that incorporate a more comprehensive set of individual and organizational factors linked to disparities in the quality of care and patients' experiences (108) .
Research into health care disparities affecting Latinos will likely change rapidly during the next two decades because of two important policy and sociodemographic changes. First, the implementation of the ACA will provide new topics of inquiry, such as the identification of new areas of disparities in health care including those between eligible and ineligible Latino populations (e.g., documented versus undocumented immigrants) as well as those within eligible populations. For example, research may seek to identify whether disparities persist among newly insured Latinos enrolled in health insurance exchanges or in Medicaid compared with other populations. Second, the Latino population in the United States is expected to double during the next two decades. However, at the same time that the Latino population is increasing, there will be substantial changes in its composition. Since 2011, the growth of the Latino population has been primarily attributable to births in the United States and not to international immigration as it was in the past (104) . Latinos are also more likely to intermix compared with other racial or ethnic groups, contributing to the diffusion of the Latino construction as a comparison category (145) . These factors will present a new set of methodological challenges that will need to be addressed by researchers focusing on health and health care among Latinos in the interest of reducing disparities for the most vulnerable Latino populations.
CONCLUSIONS
The impact of the ACA on improving the health of Latinos depends on the extent of the uptake of ACA health insurance among eligible Latinos, continued investment in improving health care delivery systems that serve high proportions of US Latinos (such as FQHCs and other CHCs), and the strength and coordination of efforts to reduce the disparities experienced by Latinos in gaining access to and receiving high-quality preventive care and care for chronic illnesses. The uneven implementation of the ACA across states, particularly in those states with high proportions of Latinos or high rates of Latino immigration, or both, presents an important opportunity to conduct natural experiments of the impact of the ACA on Latinos' access to health care and its quality, and patients' experiences.
Our review highlights four important health-policy dilemmas that must be faced to improve health and health care among Latino populations in the United States. First, extending health insurance coverage to undocumented immigrants, although politically challenging, can narrow the disparities and improve utilization and access. Importantly, including undocumented Latinos in health insurance markets will improve the case-mix of insurance pools, thereby improving the stability of the insurance market and future premiums. At the same time that insurance expands, federal resources that enable safety-net clinics and public hospitals to continue providing care for those who are uninsured will erode and the availability of a safety net for undocumented Latinos remains uncertain. Second, the new growth of the Latino population is heavily concentrated in states that have limited the expansion of their health-insurance coverage as part of the ACA. Existing health disparities among Latinos in these areas may worsen over time, and the impacts of limiting expansion should be monitored. Third, the ACA will allow more previously uninsured patients to receive health care in private settings. These settings may not be equipped initially to handle the linguistic and health needs of the Latino population because of the few supportive services available to patients in these settings. Future research should evaluate how Latinos fare compared with other groups in settings without on-site language services and social services, and this should be compared with the care received in CHCs and from other providers who traditionally care for Latinos. Fourth, the health of Latinos will be affected by the effectiveness of ongoing and future efforts to diversify the health care workforce. Although the proportion of physicians who are Latino has not significantly changed since the 1980s, the expansion and professionalization of Latino medical providers, other nonclinician providers, and community health workers and medical assistants in primary care settings may open up opportunities for professional development for a large workforce of Latinos during the coming decade. As we are confronted with these dilemmas, it will be important to incentivize local public health delivery systems to develop, test, and scale up solutions to improve the health outcomes of Latinos and to reduce health disparities.
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